Cognitive assessment in the early stages of
dementia
Cognitive assessment should be a positive experience for the person being assessed. As well as a
route to a diagnosis, it should be able to answer questions that people may have about their
cognitive abilities and provide them with an account of their strengths and potential. This will give
them the best chance of making the most of their abilities; irrespective of the type or stage of
dementia they are facing.
Whilst this paper is focused on assessment, the timely, accurate and sensitive feedback of findings
from cognitive assessment is an intervention in itself, with the potential to help both people with
cognitive impairment and their families adjust to changes, as well as direct them to the best
strategies to enable people to live well with dementia.

Types of cognitive assessment
There is a hierarchy of assessments from short simple tests which can quickly screen for marked
cognitive impairment to longer complex neuropsychological assessments which give the most
comprehensive indication of a person’s cognitive abilities. Every test needs specific training to
administer and interpret.
All cognitive tests have strengths and limitations. Tests need to be selected to be good measures of
the cognitive abilities affected by dementia, they should be given consistently and carefully, and
scored and interpreted correctly. Poor quality assessments are costly for the person with dementia,
services, and society.

Good quality basic cognitive assessment

Short screening tests are often in the public domain and may be administered by staff from different
disciplines following training. Screening tests, such as the Six Item Cognitive Impairment Test (6-CIT),
can typically be carried out by health care professionals such as Practice Nurses or General
Practitioners with small amounts of training. More advanced tests such as the Montreal Cognitive
Assessment (MoCA) or Addenbrooke’s Cognitive Examination (ACE-III) are usually carried out as part
of a comprehensive assessment by specialist services. They require higher levels of training and
regular supervision and monitoring of standards.
These tests are essential initial assessments, but have limited ability to distinguish between
dementia and other causes of poor cognitive performance, or between different forms of dementia.
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Cognitive decline can be overestimated in people who have sensory impairments, a limited
education, a learning disability, poor physical or mental health, or a different culture and language.
Conversely, in a person of very high lifelong intellectual ability change may be underestimated.
Accurate classification can be particularly difficult in the early stages of dementia when pressure for
a quick diagnosis can lead to error. These cases should be referred to specialist services for an
advanced individual cognitive assessment by a Clinical Psychologist or equivalent specialist.
Avoidable errors in the use of these tasks can be reduced by regular training, supervision and audit
from experienced Clinical Psychologists. Training should include the technical aspects of test
administration, including scoring and interpretation, how to set up the test environment
appropriately, how to introduce the test to the individual, and issues relating to informed consent,
and the sensitive use of test results.
All users of cognitive tests should demonstrate competence in their use before assessing people for
the first time. It is important that competence in administration is maintained, and as such, refresher
training may be indicated on an annual basis.

Advanced Assessment
When basic cognitive assessments are inconclusive, people with dementia will need an advanced,
hypothesis-driven neuropsychological assessment.
Advanced assessments will use reliable estimates of life long levels of intellectual ability, and a range
of up to date assessments of memory, attention, executive function, perception, and language in
order to clarify clinical uncertainty. Advanced assessments integrate quantitative and qualitative
cognitive information with history, background, and knowledge of physical and mental health to
improve validity. Assessments may need to be repeated after a number of months to determine if
cognition is changing and to clarify any remaining uncertainties. The specific cognitive tools used
need to be suitable for the characteristics of the population being assessed, and subject to peer
review.

High quality services
Good services will ensure that basic cognitive assessments are carried out accurately, reliably and
validly through effective monitoring by experienced and qualified cognitive assessors. Good services
will contain staff capable of conducting advanced cognitive assessments, and clear methods for
accessing those assessments appropriately. All staff carrying out cognitive assessments will be aware
of the uses and limitations of the tests they use, their own competence regarding which tests to use
and when, and when to seek advice and support from experienced colleagues with specific
qualifications in advanced neuropsychological assessment.
Good services will be able to monitor the quality of cognitive assessments and make sure that poor
quality practice does not result from pressures to increase the number of assessments carried out.
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Good services recognise the potential for error in assessing cognitive abilities and actively seek out
and correct errors.
Stepped care models need to recognise the differing base rates of dementia in different parts of the
health care system, and how this interacts with the results of cognitive assessment. Routine
screening for dementia is not recommended, but changes in personality, behaviour, or ability to
manage everyday activities, particularly in older people who are at risk of dementia, and particularly
in the absence of low mood or poor health, can suggest a developing dementia. Screening tests can
be valuable to indicate a need for referral to specialist services, but they have limited accuracy in
people with mild impairments, extremes of life long ability, or poor physical or mental health.
Whilst some individuals with mild cognitive complaints can be appropriately reassured without the
need for specialist assessment, it is important to recognise that in a small number of cases,
assessment of relatively mild complaints may prove very challenging and require the highest level of
assessment. There should be clear guidelines to help identify when more comprehensive
assessments will add most value to the care of an individual. These guides should not become
barriers to accessing services through over rigid application.

Qualifications and Training
Basic screening tests (e.g. 6-CIT): these can be carried out in primary care by qualified health care
professionals such as General Practitioners or Practice Nurses with part day training in the basics of
test administration and scoring, usually from someone qualified or experienced in cognitive
assessment, ideally a clinical psychologist.
Advanced screening tests (e.g. ACE-III; MoCA): this level of assessment should be carried out in more
specialist services by qualified healthcare professionals who are experienced in assessing cognition
(e.g. Occupational Therapists, Mental Health Nurses), following specific training, usually over a day,
and follow up supervision, usually from a clinical psychologist or neuropsychologist. Refresher
training should be provided on an annual basis, along with ongoing supervision. It is important that
such tests are carried out with sufficient frequency to ensure that competence is developed and
maintained.
Advanced Individual Assessment: this level of assessment should be carried out by clinical
psychologists or neuropsychologists with appropriate training and experience in the use of
neuropsychological tests. The Faculties of the Division of Clinical Psychology of the British
Psychological Society set standards for competence in specialist cognitive assessments. Many tests
used for complex assessments have restrictions on their use, meaning that only clinical psychologists
are able to use them and interpret the results. Clinical psychologists are trained to doctorate level.
Clinical Neuropsychologists are clinical psychologists who have carried out additional postqualification training in neuropsychology.

Supporting evidence
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Benefits of cognitive assessment
Cognitive assessments can be useful in detecting dementia at the earlier stages by highlighting
deficits in cognitive functioning which may not be observed in daily living. In addition, cognitive
assessments are also able to assist in differentiating between types of dementia or from other
causes (e.g. mood) as they create a ‘cognitive profile’ of functioning. These assessments enable
clinicians to identify the severity of dementia, to monitor the progression of the disease, provide an
informed explanation of the difficulties to the person and their families and advise on the
management of their difficulties in everyday life.
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Potential basic cognitive assessments
Toolkits of freely accessible basic assessments are available.
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Limitations of basic cognitive assessments
Basic assessments may fail to detect the early symptoms of certain types of dementia, such as
frontotemporal dementia.
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Strengths of neuropsychological assessments
Neuropsychological assessment, in the early stages of dementia, has been demonstrated to provide
a higher level of accuracy than basic screening tests being able to differentiate between people with
mild cognitive impairment who remain stable and those who would deteriorate over time.
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Assessment can aid rehabilitation
Neuropsychological assessment can also inform cognitive rehabilitation by capitalising on a person’s
assessed cognitive strengths
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